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Introduction  
Workplaces are often looking for ways to 

improve the health and quality of life for their 

employees. It is not uncommon for healthy 

eating to be listed as a top choice on 

employee interest surveys. 

The rationale for this business case is to 

provide evidence to workplaces on the 

importance of creating a supportive healthy 

eating environment.  

A supportive healthy eating environment is 

much more than simply making healthy 

choices available to employees. In a truly 

supportive environment, the onus is not 

placed on employees to consistently resist 

an unhealthy food environment in order to 

maintain good health. Instead, a supportive 

environment provides surroundings and 

conditions that foster good health and 

support healthy eating. 

Before planning your workplace healthy 

eating strategy, review: 

PART I ɀ Ȭ4HE COST OF DOING NOTHING: 

THE BUSINESS CASEȭ 

 Provides information for workplaces in 

Waterloo Region about the benefits of 

creating a comprehensive workplace 

healthy eating strategy. 

 Outlines the current costs of unhealthy 

eating for workplaces. 

PART II ɀ Ȭ%XAMINING THE EVIDENCE: 

ADDRESSING THE LIMITATIONS OF 

CURRENT INTERVENTIONSȭ  

 Presents an overview of the current 

evidence on the barriers individuals face 

when trying to maintain healthy eating 

behaviours.  

PART III ɀ Ȭ-AKING THE SHIFT: 

COMPREHENSIVE STRATEGIES TO 

PROMOTE HEALTHY EATINGȭ 

 Guides workplaces in planning, 

implementing and evaluating evidence-

based comprehensive healthy eating 

strategies.  

This resource can be downloaded from: 

http://www.projecthealth.ca under óProject 

Health Resourcesô.  

For more information or to schedule a 

consultation, please call: 519-883-2287 or 

visit: http://www.projecthealth.ca 

http://www.projecthealth.ca/
http://www.projecthealth.ca/
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What is Healthy Eating? 
Healthy eating refers to following the 

recommendations in Canadaôs Food Guide, 

which describes the type and amount of food 

people need to eat to support good health.1  

Following the recommendations in Canadaôs 

Food Guide will help your employees get 

enough vitamins, minerals and other 

nutrients, as well as reduce the risk of 

developing nutrition-related chronic disease.1 

Canadaôs Food Guide recommends the 

average number of servings from each Food 

Group that Canadians should try to eat each 

day.1 All Canadians are encouraged to 

consume more vegetables, fruits and whole 

grains while limiting or avoiding foods with 

high levels of added fat (especially trans 

fats), sugar and salt.1 

Most Canadians are not active enough (85% 

of Canadians are sedentary) to allow for 

regular consumption of foods listed as 

ñFoods to Limitò on Canadaôs Food Guide.2,3 

Consuming these foods on a regular basis 

either means that nutritious foods are 

displaced from the diet or that individuals are 

eating too many foods high in calories, salt, 

sugar or fat, which can contribute to the 

development of chronic disease.  

Canadaôs Food Guide also recommends 

drinking water regularly to meet hydration 

needs. Additional water is needed during hot 

weather or when employees are physically 

active.1 Some very active individuals may 

require more calories and should eat extra 

servings of food from the four Food Groups.1 

 

 

 

 

 

 

Tools: #!.!$!ȭ3 &//$ '5)$% 

Visit the Health Canada website for tools that will help your employees follow #ÁÎÁÄÁȭÓ 

Food Guide http://healthcanada.gc.ca/foodguide.  
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Business Case 

Who is at Risk for Nutrition Related Chronic Disease? 

Virtually all Canadians require significant improvements to their dietary intakes. 

Less than 1% of Canadians follow a diet 

consistent with Canadaôs Food Guide.2 The 

table below shows the percentage of 

working aged Canadians classified as 

having a ópoorô diet or a diet that óneeds 

improvementô.2 In each age category, more 

men than women were found to have diets 

classified as ópoorô.2  

Overall, Canadiansô diets scored a 58.8 on 

the Healthy Eating Index with 50 being the 

cut off for ópoor dietô and above 80 being the 

cut off for ógood dietô.2 This indicates that the 

average Canadian diet is much closer to the 

ópoorô diet category than to the ógoodô diet 

category.2 

Table 1: Average score on Canadian adaptation of the Healthy Eating Index2 

Age Gender Poor Diet Diet Needs Improvement Average Score 

19 to 30 
Men 28.9% 71.1% 54.0 

Women 20.0% 80.0% 56.9 

31 to 50 
Men 22.4% 77.5% 56.4 

Women 13.0% 86.4% 60.2 

51 to 70 
Men 19.2% 80.5% 57.7 

Women 10.4% 88.9% 61.3 
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Business Case 

Nutrition Related Chronic Disease in Waterloo Region 

Several of the most prevalent chronic 

diseases in Waterloo Region are related to 

poor diet quality including high blood 

pressure (affecting 15% of the population), 

diabetes (4%), and heart disease (3%).4 

Other common conditions such as back 

problems (18%), arthritis (13%), and asthma 

(9%) can be associated with weight status.4 

In 2008, the prevalence of overweight and 

obesity among adults 18 and over in 

Waterloo Region was 55.5%, up from 49.5 in 

2005, and this upward trend is expected to 

continue.5-7 Table 2 shows that in 2007/2008 

men were more likely to be overweight or 

obese than women.7 Over 75% of men in the 

50-64 age group are overweight or obese.5 

These percentages are based on self-

reported weight and height. It is common for 

individuals to under-report weight and over-

report height.8,9 In Canada, the discrepancy 

between measured and self-reported height 

and weight may be as high as 8%.8

Table 2: Self-reported Overweight and Obesity in Waterloo Region by Age and 
Gender ɀ 2007/20087 

Age Group Men Women 

18-34 47.5 % 32.4 % 

35-49 67.8 % 43.7 % 

50-64 76.8 % 59.7 % 

65+ 65.9 % 57.2 % 

 

Personal Costs Related to Chronic Disease 

Individuals often carry a significant personal 

financial burden when they develop chronic 

disease. For example, obese men are faced 

with approximately $2646 and women with 

$4879 of additional expenses per year due 

to medical expenses and wage losses (i.e., 

disability, sick leave, decreased productivity, 

and insurance costs).10 Increased personal 

financial burdens can make it more difficult 

for individuals to follow through with health 

care recommendations, making financially 

disadvantaged individuals even more at risk 

for health problems related to chronic 

disease.11 
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Business Case 

The Business Case for Healthy Eating 

Healthy Eating: A Health and Safety Issue 

Healthy eating is associated with a lower risk 

of developing chronic diseases such as 

obesity, type 2 diabetes, certain types of 

cancer, heart disease, and osteoporosis.1,2 

In addition, healthy eating can contribute to 

the overall health and vitality of employees.11 

Most employed Canadian adults spend at 

least 60% of their waking hours at work.12 

This makes the workplace an ideal setting to 

promote healthy eating. Workplace 

environments that support healthy eating 

may be particularly effective to reach 

worksite populations typically resistant to 

health education since employees do not 

have to actively choose to participate.13-15 An 

example of this is reducing employee 

exposure to foods designated as ñFoods to 

Limitò by Canadaôs Food Guide.1  

Historically, workplaces have taken 

responsibility for removing environmental 

safety hazards in the workplace, while the 

onus has been on employees to be 

responsible for maintaining a healthy diet.13 

However, the workplace food environment 

and the demands of work may negatively 

impact eating and physical activity 

behaviours, which may lead to employees 

developing nutrition related chronic 

diseases.12,13 

In some cases the presence of chronic 

diseases such as obesity can reduce the 

availability or effectiveness of personal 

equipment, making affected individuals more 

at risk of experiencing a workplace injury.13  

The presence of chronic disease can also 

cause sleep disruptions, or can otherwise 

affect alertness which increases the risk of 

having traffic collisions for employees who 

drive to work or as part of their 

occupation.13,16 This also has implications for 

employees who operate machinery.  

Employees who have the benefit of optimal 

health are more likely to be at work and 

perform well.17 They are also more likely to 

remain with an employer who values their 

health.18 Employers should consider the 

resources spent to improve the productivity 

and health of employees similar to how they 

would consider investments in workplace 

facilities.18-20 After all, investing in healthy 

eating helps to protect the vitality of a 

workplaceôs greatest assets, its employees!  
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Business Case 

Employer Costs Related to Chronic Disease 

The presence of chronic diseases among 

employees creates a burden on workplaces 

in terms of depleting human resources and 

increasing financial losses related to 

increased medical expenses, 

pharmaceutical costs, higher rates of injury, 

disability and workers compensation, 

increased absenteeism, decreased 

productivity, higher insurance costs, higher 

rates of employee turnover and early 

retirement.13,14,21-34  

When individuals have a chronic medical 

condition they often have mental health 

issues such as depression that either 

preceded the condition or has occurred as a 

result of having a chronic disease.35,36 As a 

result, mental health issues related to the 

development of chronic disease may also 

increase workplace costs.34  

Absenteeism 

In 2009, the average Canadian employee 

missed approximately 6.6 days of work, up 

from 5.7 days in 2008. These missed days 

cost employers an average of 2.6% of 

payroll expenses.37 

The presence of nutrition related chronic 

disease can have a profound impact on 

absenteeism rates. For example, compared 

to normal weight employees the estimated 

number of workdays missed for overweight 

employees is not necessarily higher, while 

studies have shown that obese workers miss 

significantly more work time compared to 

normal weight workers, (1 to 10 additional 

days per employee per year).14,22,38,39,40 
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Business Case 

Compared to individuals without chronic 

disease  

 individuals with diabetes miss an 

additional 1.9 to 6.4 days per year;34,41-43  

 women with osteoporosis miss an 

additional 12.7 days of work;43  

 individuals with cancer miss an additional 

2.8 to 26.7 days of work;34,42,43  

 individuals with cardiovascular disease 

miss an additional 6.8 to 32.7 days; and 

34,42,43  

 individuals with hypertension miss 0.9 to 

4.2 additional days of work.34, 42 

Productivity  

Productivity losses due to employees going 

to work despite being sick, stressed or 

distracted have been shown to cost 

employers more than health costs, 

absenteeism and disability combined.44 In 

some cases losses due to productivity were 

two to three times higher than costs related 

to medical and pharmacy and medical 

costs.45,46 For chronic health conditions, 

costs related to decreased productivity make 

up the major component of the workplace 

costs for chronic disease.33,34,41,42,45-47 

One study found that 61% of overall losses 

related to chronic health conditions were due 

to losses in productivity.34 Another employer 

found that lost productivity made up 6.8% of 

total labour costs.33 

Prescription Drug Costs 

Prescription drugs represent 60% to 70% of 

workplace health expenditures in Canada.48 

In 2007, prescription drugs cost $665 per 

employee, more than double the costs in 

2000.49 

Much of this cost increase is due to 

conditions related to unhealthy eating habits. 

In 2009, four of the top ten prescription 

drugs dispensed in Canada were for high 

blood pressure, cardiovascular disease, high 

cholesterol, and type 2 diabetes.50 

Overall Costs 

Overall workplace financial losses related to 

chronic disease range from as low as a few 

hundred dollars33,34,51,52 to several thousand 

dollars per affected employee per year, (i.e., 

combined costs of $3000 to $15000 higher 

than employees without chronic health 

conditions).31,34,41,43 

A supportive healthy eating environment 

may prevent employees from developing 

chronic diseases and may also assist 

individuals who have chronic diseases to 

manage their conditions, both of which will 

help to contain health-related workplace 

expenditures. 

 

Workplace Example: Scotiabank 

In 2ΦΦΧȟ ÎÏÎÅ ÏÆ ÔÈÅ ÔÏÐ ΧΦ ÄÒÕÇÓ ÃÏÖÅÒÅÄ ÂÙ 3ÃÏÔÉÁÂÁÎËȭÓ Ärug plan were related to 

unhealthy eating. By 2007, three of the top 10 prescription drugs were for medical 

conditions related to unhealthy eating. To address this growing problem Scotiabank 

has created a supportive environment by implementing healthier menus, setting 

nutritional guidelines for foods served at work functions and providing nutritional 

counselling for employees.53



 

Project Health - Healthy Eating Business Case for Employers 13 

Business Case 

Promoting Healthy Eating in the Workplace 
The goal of your healthy eating initiative 

should be to help your employees to follow 

Canadaôs Food Guide, which translates the 

science of nutrition and health into a healthy 

eating pattern.1  

By following Canadaôs Food Guide, 

employees will be able to meet their nutrient 

needs and reduce their risk of developing 

nutrition related chronic diseases. 

Additionally, creating a supportive healthy 

eating environment may also help individuals 

who have developed chronic diseases to 

manage their conditions. In addition to 

providing awareness raising, educational 

and skill building activities in the workplace 

dietary improvements can be achieved by: 

 Offering more dark green and orange 

vegetables, fruit and whole grains.2 

 Reducing the sodium, sugar and trans fat 

content in available foods.1 

 Limiting ñFoods to Limitò as classified by 

Canadaôs Food Guide in the workplace.2 

Specifically limiting soft drinks, sweet 

baked goods, deep fried foods, frozen 

and pre-prepared meals, side dishes, and 

frozen pizza, salad dressing, potato 

chips, salty snacks, and french fries.54
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7ÈÁÔ ÁÂÏÕÔ ÐÅÒÓÏÎÁÌ ȬÃÈÏÉÃÅȭȩ 

Often the argument against limiting certain 

foods that that ñpeople need to have 

choicesò, this feeling is especially strong 

when it comes to food. However, is it an 

individualôs personal right to have less 

healthy food available to them in the 

workplace? 

Workplaces should not feel obligated to offer 

ñFoods to Limitò to their employees. 

Employees always have the right to pack 

preferred foods in their lunch bag or to 

purchase foods from other locations. 

Therefore, by not offering some choices you 

will not violate anyoneôs personal rights to 

choose what they eat. 

People by nature are not fond of changes, 

especially imposed changes.55 As a result, 

when making any changes in the workplace, 

it should be expected that there will be some 

opposition. It is also possible that the 

individuals who are most opposed to 

changes are in the minority. By using 

workplace committees and conducting 

needs assessments you can involve 

stakeholders in decision-making and give all 

employees an equal opportunity to identify 

their personal preferences and priorities. 

Studies on choices show that people most 

often make day-to-day choices that serve a 

purpose such as providing energy or 

nutrition, (e.g. what to have for lunch at 

work).56-58 This may mean that people accept 

having choices in the workplace limited to 

more nutritious foods.  

However, when people have expectations of 

fun, excitement or reward attached to food 

occasions, they tend to desire and expect 

more indulgent food choices.56-58 When 

offered indulgent choices, people often look 

for reasons to justify making a more 

indulgent choice (e.g. ñIt was a hard day at 

work todayò, or ñIôm going to the gym 

laterò).58  

Many people struggle to make healthy 

choices when offered tempting foods.56,59-62 

These people will benefit the most from 

interventions that reduce exposure to 

tempting foods.  

In studies that used focus groups to ask 

employees what changes should be made to 

work environments, it has been individuals in 

management positions that are most 

reluctant to limit the types of foods offered to 

employees.61,63 Some employees may also 

be initially resistant to the idea of not being 

offered ñFoods to Limitò, however, in time 

they will probably adjust to changes as long 

as they have a reasonable amount of 

healthy choices that are tasty, appealing and 

reasonably priced.57,64
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Business Case 

Return on Investment (ROI) 

Many studies have been conducted on 

promoting healthy eating in the workplace; 

however, most studies use a unique 

approach to encourage healthy eating.  

Interventions have included health-related 

print materials, emails and websites; healthy 

eating challenges; incentives; group or one-

on-one education; point-of-purchase 

messages; health screening and referrals; 

and environmental support strategies such 

as offering healthier options in cafeterias and 

vending machines.  

Very few, if any, studies have examined the 

effects of implementing a healthy eating 

policy in the workplace. 

The return on investment (ROI) for 

workplace healthy eating interventions has 

varied: ranging from substantial losses,65 to 

no ROI,51,66 to savings of $1.17 to $6.00 per 

dollar spent.67 In comparison, studies on 

workplace weight-loss interventions have 

estimated savings of $0.85 to $4.87 per 

kilogram of weight lost.51,68,69 

 

 

 

 

 

 

 

 

 

Success Story: WORKPLACE HEART HEALTH INTERVENTION 

This intervention included onsite health education, referrals for smoking cessation, 

stress management, cholesterol, hypertension, diabetes and treatment for drug and 

alcohol addiction. Memberships in fitness clubs were given along with awards for 

milestones in behaviour change. In addition, a group competition was held with awards 

for best outcome.  

For each dollar invested, the employer saved $6.00 in health care expenses.69
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Business Case 

Considerations: 

Although some studies have shown a 

positive ROI, none have investigated long 

term effects. It is not clear if ROI is ongoing 

over several years or if the interventions 

have a diminishing effectiveness over time.  

Also, it may be difficult to effectively evaluate 

ROI data. For example, absenteeism may be 

influenced by several variables; not solely 

related to sickness, such as job satisfaction 

or work/life conflicts, making it a less than 

perfect measure of the effectiveness of 

healthy eating interventions.45 Therefore, it is 

important to evaluate several aspects of your 

healthy eating initiative in order to determine 

its effectiveness. 
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Introduction  
Is it time for change? 

Despite education efforts to promote healthy 

eating, eating habits do not seem to be 

improving. There is also evidence that 

current methods to promote healthy eating 

and healthy weights may be doing some 

harm (e.g. lowering self-esteem, creating 

weight bias, increasing disordered eating). 

Good decisions are based on good 

information. Before taking action to promote 

healthy eating in your workplace, consider 

the information in this resource. 

PART II - EXAMINING THE EVIDENCE: 

ADDRESSING THE LIMITATIONS OF 

CURRENT INTERVENTIONS: 

 Makes the case that healthy eating is 

not just an individual issue. 

 

 

 

 Highlights the current barriers to healthy 

eating in a workplace context. 

The previous section PART I ɀ Ȭ4HE COST 

OF DOING NOTHING: THE BUSINESS CASEȭ 

 Outlined the current costs of unhealthy 

eating for workplaces. 

The next section: PART III ɀ Ȭ-AKING THE 

SHIFT: COMPREHENSIVE STRATEGIES TO 

PROMOTE HEALTHY EATINGȭ 

 Guides workplaces in planning, 

implementing and evaluating evidence-

based comprehensive healthy eating 

strategies.  
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Business Case 

Energy Balance 

Energy balance for adults means that the 

number of calories eaten equals the number 

of calories that are used by the body. In this 

state, weight maintenance will occur. Weight 

maintenance is defined as having a weight 

that does not increase or decrease by more 

than 5% over time.1 

The population-wide increase in weight is 

caused by a combination of environmental 

and lifestyle factors that make it easy for 

people to eat more calories than their bodies 

can use. However, genetic factors can 

determine whether a person will become 

obese meaning that some individuals are 

more susceptible than others to becoming 

obese when exposed to excess calories in 

the food environment.2 

It is often assumed that the damage caused 

by unhealthy eating can be ñundoneò by 

being physically active. However, the reality 

is that there is no substitute for healthy 

eating, especially in the case of weight 

control. 

Using common catch phrases such as ñall 

foods fitò, and ñeverything in moderationò 

may cause individuals to become 

complacent when faced with unhealthy 

choices. However, it only takes a small 

number of extra calories each day to cause 

a significant weight problem.  

How much is too much? 

A Canadian study, found that obese men 

and women ate an average of only 200 

calories more per day than non-obese 

individuals.3 Consuming as few as 50 to 

150 extra calories per day can cause an 

individual to become obese.4-6  

Therefore, even small increases in caloric 

intake can have significant negative 

implications for the overall health of 

employees. Consequently, the types and 

amounts of food available to people in their 

work environments should be carefully 

considered. 

 
 
 
 
 
 
 
 

Food For Thought: A TINY INDULGENCE 

Consuming an extra 100 calories per day, can result in a 4.5 kg (10 lb) weight gain in one 

year.7  This is the amount of calories in: 1 cup of soda, 10 jelly beans, 5 chocolate 

covered almonds, half of a donut, or one quarter of a muffin.8 

The bottom line: Even a small ÄÁÉÌÙ ȰÔÒÅÁÔȱ ÃÁÎ ÈÁÖÅ ÎÅÇÁÔÉÖÅ ÌÏÎÇ-term effects on 

weight. 
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Energy Balance 

What Role Does Calorie Intake Play in Energy Balance? 

It is estimated that 60% to 100% of obesity 

among Canadians is related to excess 

calorie consumption.9 There were up to 530 

more calories available for each Canadian to 

consume in 2002 than there were in 1985.9 

Three food items account for more than half 

of this increase: salad oils, wheat flour, and 

soft drinks.7  

The extra calories in our diets are most often 

found in sweet baked goods, convenience 

foods (deep fried foods, frozen and pre-

prepared meals, side dishes, and frozen 

pizza), salad dressing, potato chips, salty 

snacks, and french fries.7  

The portion sizes that we typically eat are 

also much larger than the recommended 

portion sizes in Canadaôs Food Guide, 

leading to higher calorie intake overall, even 

for foods considered to be ñhealthyò.10 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Food For Thought: HOW MUCH EXERCISE? 

In order to burn off an extra 530 calories per day, a person would have to walk at a 

moderate pace for two hours per day, seven days per week.11 This is significantly more 

time than is required to meet the current physical activity guidelines. 

The bottom line: People need daily physical activity to help maintain their health and 

weight, however, calorie intakes overall need to be decreased to reduce weight. 
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Physical Activity and Energy Balance 

The Role of Physical Activity in Weight Loss 

Moderate-intensity physical activity (defined 

as walking 150 minutes per week at a 6.4 

kilometer (4 mile) per hour pace), can help 

to maintain weight. However, this amount of 

physical activity is not enough to cause 

weight loss (defined as losing more than 

5% of body weight).1  

It requires a significant increase in physical 

activity in order for weight loss to occur (up 

to 80 minutes of moderate intensity 

physical activity per day), well above the 

amount needed to maintain good health.1,7 

The Importance of Physical Activity 

Physical activity can help to prevent falls as 

well as chronic diseases such as 

osteoporosis, cardiovascular disease, 

certain types of cancer, and diabetes.1,12,13 

Participating in regular physical activity can 

also have a significant positive effect on 

waist circumference, even when there is no 

substantial weight loss involved.14 

Canadaôs new Physical Activity Guidelines, 

launched in January 2011, recommend 

adults (18 to 64 years of age) accumulate 

at least 150 minutes of moderate-to-

vigorous intensity aerobic physical activity 

per week in bouts of 10 minutes or more. 

Adults should also perform strengthening 

activities (for muscles and bones) at least 

two days per week. In addition, more 

physical activity provides even greater 

health benefits.15 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Tools: PROMOTING PHYSICAL ACTIVITY IN YOUR WORKPLACE 

For more information on physical activity, ÓÅÅ ÔÈÅ ÔÏÏÌËÉÔȡ Ȱ!ÃÔÉÖÅ %ÍÐÌÏÙÅÅÓȟ !ÃÔÉÖÅ 

Workplacesȡ 0ÒÏÍÏÔÉÎÇ Ǫ 3ÕÐÐÏÒÔÉÎÇ 0ÈÙÓÉÃÁÌ !ÃÔÉÖÉÔÙ ÁÔ 7ÏÒËȱ ÁÔ 

http://www.projecthealth.ca under Ȭ0ÒÏÊÅÃÔ (ÅÁÌÔÈ 2ÅÓÏÕÒÃÅÓȭȢ

http://www.projecthealth.ca/
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Dispelling the Myth:  

Labour-Related Physical Activity 

The rapid weight gain that has occurred in 

North America in the past 30 years is often 

attributed to the reduction in labour-related 

physical activity.9 Current research suggests 

reduced labour-related physical activity is not 

the main reason for population weight gain.7,9 

The decline in labour-related physical activity 

occurred mostly between 1950 and 1970.9 This 

reduction in physical activity would only 

account for a three pound weight gain across 

the population (or 26 calories per day).9 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Food For Thought: PHYSICAL ACTIVITY GUIDELINES AND WEIGHT LOSS 

If a sedentary individual started walking 30 minutes per day at a moderate intensity, 
five days a week for one month, (with energy intake held constant), this person could 
expect to lose 0.5 kg (1 lb).16 

The bottom line: Physical activity is an important part of a healthy lifestyle, however, 

physical activity alone is not an effective weight loss strategy.
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Leisure-Time Physical Activity 

Over 50% of Canadians report that they are 

physically active; however, only 15% of 

Canadians are active enough to meet 

current physical activity guidelines.17  

Leisure-time physical activity is related to 

healthy weight maintenance. Canadian 

men with a healthy weight (BMI 18.5-24.9 

kg/m2) perform an average of 35 minutes of 

moderate-to -vigorous physical activity per 

day, while overweight and obese men 

performed 26 and 19 minutes respectively. 

Similarly, women with a healthy weight 

perform 25 minutes of moderate to 

vigorous physical activity per day, while 

overweight and obese women performed 

only 20 and 13 minutes respectively.17 

 

 

 

 

 

 

 

 

 

 

 

What About Resistance Training? 

The muscles in our body burn more calories 

than fat tissue. However, even a big 

increase in muscle mass of 4.5 kilograms 

(10 pounds) would only burn an extra 45 

calories per day.18 Thatôs the equivalent of 

less than two coffee creamers.8 

Studies of the effects of resistance training 

on body weight typically show a weight loss 

of less than 1 kg (2.2 pounds) overall.1 

Success Stories: THE NATIONAL WEIGHT CONTROL REGISTRY 

The National Weight Control Registry is a roster of people who have successfully 

maintained a 10% weight loss. In addition to significantly reducing their energy intake, 

these individuals walk an average of 45 kilometres per week.19 
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Limitations of Physical Activity in Energy Balance 

Compensation 

As physical activity levels go up, people do 

not necessarily lose as much weight as they 

expect.14  

This is thought to be due to an energy 

compensation effect where physical activity 

causes increased energy intake.14,20 In fact, 

large increases in physical activity may 

reduce leptin in the blood (a hormone that 

sends signals to your brain that you are full). 

As a result of lower leptin, people experience 

more hunger and tend to seek out food 

based rewards.20 This is one reason why 

people do not lose as much weight as they 

may expect, when they become physically 

active.14,20 

Compensatory Intentions 

Individuals who are trying to control their 

eating behaviours often think of a coping 

strategy to prevent themselves from feeling 

guilty while indulging in a tempting food.21 

For example, promising yourself to go for a 

run after eating a cookie. However, people 

who use this strategy usually fail to perform 

the compensatory behaviour, leading to 

weight gain.21 There is also a tendency to 

underestimate the number of calories that 

have been consumed and overestimate the 

number of calories that can be burned during 

physical activity.21 

 

 

 

Food for Thought: PHYSICAL ACTIVITY AND WEIGHT LOSS 

Physical activity has a multitude of health benefits. However, the calories that are used 
during physical activity are a small fraction of the calorie deficit that is needed to cause 
weight loss.7,14  

The bottom line: Individuals who are trying to lose weight are unlikely to be successful 
if they do not simultaneously reduce energy intake.1 
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Can People Change? 
Canadians say that nutrition is an important 

factor in their food choices; however, this is 

not reflected in their actual food choices.1 

Eating habits have been getting worse over 

the years, despite efforts and campaigns 

aimed at helping people to make healthy 

choices.2 

We often think of eating as a personal 

choice which can be influenced by education 

and individual counselling. Nutrition 

education can improve nutrition knowledge; 

however, it does not necessarily influence 

food choice behaviour.3-6 

Hundreds of weight loss intervention 

programs have been studied to find the best 

way to help people lose weight. Many of 

these interventions include a variety of 

physical activity and healthy eating 

education sessions, behavioural and 

cognitive techniques to motivate behaviour 

change, as well as professional counselling 

from doctors, dietitians, and physical activity 

specialists. Unfortunately, none of these 

approaches have resulted in significant long-

term weight loss. People lose weight initially 

but they usually regain some, if not all, of the 

weight within one year.7,8 Only 5 to 20% of 

individuals who lose weight, are successful 

in maintaining their weight loss.8-11  

The average amount of maintained weight 

loss in randomized clinical control trials is 

only 1.0 to 6.8 kg (2.2 to 15 pounds) after 5 

years.7,11-14 

Similarly, workplace based trials report a 

sustained weight loss of only about 1 kg (2.8 

pounds) one year after the intervention.15 
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Making Changes 

Is Education Effective?

In general, awareness-raising efforts to 

promote healthy eating and behaviour 

change have been fairly ineffective. Below, 

three examples highlight the disappointing 

outcomes of some traditional awareness-

raising strategies. 

Example 1:  

A group of obese women were recruited for 

a study in which dietary education was not 

provided. The women lost an average of 10 

kg (22 lbs) because they were required to 

follow a controlled diet as part of the study.  

The weights of the participants were 

recorded for the next four years. The weights 

of these participants were compared to 

participants of 16 previous studies on the 

effectiveness of behaviour modification 

treatments for obesity using education 

interventions.  

The pattern of weight regain in the non-

education group had a similar trajectory to 

participants who had been part of the 

intervention studies that included dietary 

education. These results indicate that being 

part of a treatment group for weight loss was 

not effective for maintaining weight loss; 

participants in the 16 education interventions 

gained weight at the same rate as the group 

that had no education for weight control.16 

Example 2: 

A media blitz was disseminated in a 

community on the dangers of trans fats. Part 

of the strategy was to provide education on 

how to avoid trans fats. Initially, sales of 

items containing trans fats decreased, but 

sales started increasing again only one week 

after the media campaign was complete.17 

Comparable results were seen in New York 

City after a similar media campaign. Despite 

launching a widespread educational 

campaign for food suppliers, supermarkets, 

restaurants, and consumers, trans fat use 

remained unchanged.18 

Example 3: 

A study was conducted with people who had 

been recently diagnosed with a nutrition-

related cancer. The control group was 

provided with awareness-raising materials, 

dietary guidelines, newsletters and an 

invitation to participate in cooking classes.  

Despite the fact that this group of people had 

a recent cancer diagnosis and were 

expected to be motivated to change (as 

cancer recurrence might be prevented with 

dietary improvements), education failed to 

prompt any of these individuals to make 

improvements in their eating habits.19
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What about other weight loss methods?

Medications 

People usually lose about 5 kg (11 lbs) when 

prescribed medication to induce weight 

loss.20 However, most weight loss drugs are 

not approved for more than one to two years 

of use and individuals will most likely regain 

weight once the treatment has stopped.11,21 

Bariatric Surgery 

Bariatric surgery (i.e., gastric bypass or 

gastric banding) is a treatment available for 

people with a BMI of 40 kg/m2 or more, or a 

BMI of 35 kg/m2 with weight-related health 

problems.21  

Surgery reduces the amount of food that the 

stomach can hold, thereby promoting weight 

loss. Initially, bariatric surgery recipients lose 

large amounts of weight. However, it is 

unclear if weight loss is maintained long-

term. One systematic review reported that 

weight loss was about 28-76 kg (62-167 lb) 

in the second year after surgery, but the net 

weight loss was only 20 kg (44 lb) eight 

years after surgery.11 Another study showed 

that only 43% of people had successful 

weight loss results (i.e., no complications 

and sustained weight loss of more than 25% 

of their excess weight) when assessed 

seven years after bariatric surgery.22 

Many people who have bariatric surgery do 

not return to a ñhealthyò weight. 

Nevertheless, even a modest amount of 

weight loss can result in improvements in 

health conditions such as diabetes and high 

blood pressure.23 

 

What does this mean? 

It has been suggested that if the current rate 

of weight gain continues, everyone living in 

the U.S. will be overweight or obese by the 

year 2050.24 After years of conducting 

hundreds of weight loss interventions without 

seeing substantial long-term weight loss, 

health promoters should question whether 

people really can lose weight and keep it off. 

Evidence on the ability of people to lose 

weight in the current environment suggests 

that only a small proportion of individuals will 

be able to do so, while the vast majority will 

continue to gain weight.  

This is the rationale for creating a supportive 

healthy eating environment in the workplace, 

which can help to prevent weight gain and 

support individual efforts to maintain a 

healthy weight. 
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Why Do People Resist Change? 
Workplaces often report that employee 

resistance is one of the major barriers to 

making changes in the workplace. 

Unfortunately, people are often opposed to 

changes in the food environment because 

weight is considered to be a personal 

responsibility.  

Lack of willpower is a common explanation 

for failing to maintain a healthy diet.4 

However, food and eating decisions involve 

a very complex mix of social, psychological, 

physiological, and environmental factors, 

most of which affect us without our 

conscious awareness.  

Awareness-raising efforts are often directed 

at individual behaviour change. As a result, 

most people attribute obesity to individual 

lifestyle factors and are resistant to 

interventions and policies meant to address 

the unhealthy food available in the 

environment. Typically, such initiatives are 

perceived as ñtaking away choices.ò25 

However, an environment with an increased 

availability of inexpensive (or free), 

convenient, calorie-dense foods is most 

likely the reason for continued weight gain in 

the population.4   

Weight Bias 

The bias that weight is easily modifiable and 

weight loss is a matter of personal effort and 

self-control is shared by the media, 

regulatory agencies, consumer groups, and 

health practitioners.6,26,27 As a result, people 

who are overweight or obese are 

stigmatized, ridiculed, and discriminated 

against in our society, which lowers the 

quality of life for overweight and obese 

individuals.27-30  

In the workplace, overweight and obese 

workers can face disadvantages in wages, 

hiring, promotions, and job termination 

because of their weight status.27-29,33-37  

Negative attitudes toward overweight 

individuals are accepted and sometimes 

encouraged. It is even common in popular 

media to ridicule overweight characters.34  

Children as young as three years old 

express that they would rather not have an 

overweight child as their friend, showing that 

this widespread cultural value is embedded 

at an early age.35  

In addition, it is not uncommon for 

overweight and obese individuals to describe 

other overweight individuals as stupid, 

unmotivated and lazy.33,34 People struggling 

with their weight often internalize this weight 

bias and believe that they simply lack the 

motivation and willpower to overcome their 

weight problem. When overweight people try 

and fail to lose weight, they reinforce these 

stereotypes to themselves and others.34  



 

Project Health ɀ Rethinking Healthy Eating: Examining the Evidence 33 

Making Changes 

Unfortunately, individuals who experience 

weight stigma are more likely to engage in 

binge eating, maladaptive eating behaviours 

and low levels of physical activity.33 

Therefore, the stigma due to weight bias 

may actually contribute to the risk of 

becoming obese.31 Individuals facing weight 

stigma are also at a higher risk of low self-

esteem, depression and suicide.33  

Weight bias may be the result of another 

bias known as the ójust worldô bias ï which 

implies that people "get what they deserve" 

and that ñthere is a reason for 

everything.ò33,35 In a ójust worldô, hard work 

results in success, meaning that any failure 

is likely the fault of the individual.35 As a 

result, we rely on education and individual 

behaviour change initiatives to help 

individuals lose weight. We expect that this 

is sufficient to address the obesity epidemic, 

while disregarding the need to change the 

external factors that influence eating 

behaviours and weight status.35  

Reducing Weight Bias 

Unfortunately, when people are educated on 

lifestyle aspects of weight gain alone (i.e., 

individual responsibility for diet and 

exercise), they tend to display higher rates of 

weight bias.25 However, education on 

environmental, genetic, and social influences 

on weight status decreases the belief that 

obesity is solely an individual issue and 

increases support for initiatives addressing 

supportive environments and policy 

development.36-39 
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How the Environment Impacts Individual Choice 

Ȱ/ÂÅÓÉÔÙ ÈÁÓ ÂÅÅÎ ÄÅÓÃÒÉÂÅÄ ÁÓ Á ÍÉÓÍÁÔÃÈ ÂÅÔ×ÅÅÎ ÈÕÍan physiology and the 

environment in which we live.ȱ1 

Food Availability 

There were up to 530 more calories 

available for each Canadian to consume in 

2002 than there were in 1985.2 This increase 

in available calories is directly correlated with 

the rising obesity rate, making increased 

energy intake the most likely reason that 

people have gained weight.2 

Taste and Price 

Taste is the most important factor influencing 

food choice, followed by food cost.3-10 

Studies show that price modifications are 

more effective than educational health 

messages to motivate people to purchase 

healthier foods.7,11 
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Barriers to Healthy Eating 

Portion Sizes

Portion size appears to be a major factor for 

how much food people consume; as the 

amount of food served suggests that it is an 

appropriate amount to eat.10,12-15 In fact, the 

óFrench paradoxô appears to be nothing 

more than smaller portion sizes.16 

Meals eaten away from home typically 

encourage people to eat too many calories 

because of high calorie density and large 

portion sizes.4,7,17-20 One study showed that 

when eating out, people purchased meals 

that contained an average of 827 calories 

per meal.17  

In addition, on days that people eat fast 

food, they consume about 205 more calories 

than they do on days they do not eat fast 

food.21  

People often underestimate the calories 

in food, especially for unhealthy items.21 

In one study, participants underestimated 

the caloric content of meals by more than 

600 calories.22 

Trends in larger portion sizes make it difficult 

for individuals to resist eating foods that are 

high in calories, fat, sugar and salt, 

especially when not at home. 

Over the past few decades the largest increases in portion sizes have occurred in fast 

foods such as hamburgers (18% larger), cheeseburgers (24% larger), french fries (57% 

larger), and sweetened beverages (62% larger).23 
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Barriers to Healthy Eating  

Educating people about the effects of portion 

size seems to have little to no effect on their 

food consumption.24 In an experiment, a 

group of university graduate students were 

educated on the effects of portion sizes on 

food consumption. Six weeks later these 

students were invited to a party where they 

knew they would be part of a study. The 

students were divided into two groups, with 

each group receiving different sized bowls. 

The students were allowed to consume as 

many snacks as they wanted. The group 

with the larger bowls served themselves 

55% more food compared to the group with 

smaller bowls. When the students were 

informed of this effect, the typical response 

was ñmaybe that happens to other people, 

but not to meò.25 

 

 

 

 

 

 

 

 

Food For Thought: PORTION SIZE 

People who are served larger portion sizes consume more food but do not report 

greater feelings of fullness. This is true even when it involves food that tastes bad. In 

one study, people were given stale 14-day old popcorn in boxes twice the normal size. 

Even though they complained about the taste, the participants who were given the 

larger boxes of stale popcorn ate 34% more popcorn than participants given stale 

popcorn in normal sized boxes.13  

The bottom line: Larger portion sizes cause people to eat more
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Barriers to Healthy Eating 

Television, Media and Advertising

The nutrient content of the majority of 

advertised foods goes against nutrition 

education and guidelines and may 

encourage the development of chronic 

disease.26 The pattern of nutrition imbalance 

found in advertised food mimics the pattern 

of imbalance in the common North American 

diet, leading researchers to believe that 

television commercials have a direct impact 

on what consumers eat. Approximately 85% 

of foods advertised in Canada are for foods 

designated as ñFoods to Limitò by Canadaôs 

Food Guide.27 

Among children, there is an association 

between watching commercial television and 

obesity. However, when children watched 

other forms of media that did not contain 

food commercials, there was no association 

with obesity. These results suggest that it is 

the commercials themselves that stimulate 

unhealthy food consumption and weight 

gain.28 

Social modelling theory predicts that we will 

mimic the behaviours of other people. This 

effect was shown when people watched soft 

drinks commercials and then subsequently 

drank more pop.29 Similar effects have also 

been shown after people are shown fast 

food commercials.30   

Advertised foods do not have to be present 

in order to have an effect. Adults shown food 

commercials ate more food overall even 

though the food they ate was not presented 

in any advertisements they watched.31 

Women who habitually diet and monitor their 

weight and men in general may be 

especially prone to increased eating when 

exposed to advertising food cues.31 Food 

commercials may act as a stimulus that can 

trigger a desire to eat, even when the viewer 

is not hungry.31   

Other forms of advertising such as brand 

logos may also act as food cues, which can 

also subsequently affect food consumption 

patterns.31   
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Barriers to Healthy Eating 

Convenience 

Ȱ%ÆÆÏÒÔ ÉÓ ÎÏÔ ÒÅÑÕÉÒÅÄ ÔÏ ÃÏÎÔÉÎÕÅ ÅÁÔÉÎÇ ×ÈÅÎ ÆÏÏÄ ÉÓ ÐÒÅÓÅÎÔȠ ÅÆÆÏÒÔ ÉÓ ÒÅÑÕÉÒÅÄ ÔÏ 

refrain from eating when food is present.ȱ12

Many studies have examined the 

relationship between the food environment 

and weight. A high ratio of fast food 

restaurants and convenience stores in a 

neighbourhood is associated with increased 

weight.32-35 

The availability of poor nutritional choices 

has a profound impact on what people eat.36 

For example, many stores sell unhealthy 

ósnackô foods placed near the cash register.36 

The mere presence of convenient ready-to-

eat foods increases the likelihood that 

people will consume them, leading to higher 

overall energy intakes.36  

Therefore, the impact of vending machines, 

food in common areas and foods placed at 

influential locations such as near cash 

registers in cafeteria lines should be 

carefully considered. 

 

 

 

 

 

 

 

 

 

 

  

 

Food For Thought: THE LAW OF LEAST EFFORT 

In one study, secretaries who had chocolates placed on their desk ate twice as many as 

secretaries that had chocolates placed only six feet away.37  

The bottom line: As effort goes up, food consumption goes down.
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Barriers to Healthy Eating 

Time Pressures 

Forty-one per cent of Canadians say that 

their life is so hectic that they find it hard to 

include healthier foods in their diets.38 The 

feeling that there is not enough time in the 

day to do everything has been implicated in 

the decline of family meals and the 

increased consumption of convenience and 

fast foods.39,40 When asked, people admitted 

making óquickô foods because they did not 

have the time or energy to cook, despite 

knowing that it was not ógoodô for them.39   

Common barriers to making family meals 

include: being a single parent, working an 

inflexible job, and working a schedule that 

interferes with family time such as evening 

and night shifts.39 

People are more likely to cook meals at 

home if they have cooking skills and flexible 

or reduced work schedules (i.e., they can be 

home in the afternoon).39,40  
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Barriers to Healthy Eating 

Point-of-Purchase Nutrition Information  

Most individuals underestimate the calorie 

content of food. Providing nutrition labels 

gives consumers an opportunity to improve 

nutritional intakes.3,17,41-43  

However, nutrition information has to be 

readily available at the point-of-purchase, as 

only 0.1% of people look for nutrition 

information before making their purchase. 

Websites, pamphlets, and tray liners are not 

an effective format to promote behaviour 

change.20  

In order to prevent indulgence at a later point 

in the day, it is also important that nutrition 

information be provided along with an 

average estimate of how many calories 

people need for the day.44,45 For example, 

ñthis menu item has 500 calories; the 

average person needs 2000 calories a day.ò  

Consumers welcome information in the form 

of nutrition labels and logos.46 However, 

providing nutrition information is not always 

an effective way to improve dietary 

intakes.4,14,47-49  

Most Canadians report being interested in 

nutrition, however, 61% think that there are 

so many different things to consider when 

buying foods, (e.g., fat, trans fat, sugar, 

calories, fibre, locally produced, organic, 

etc.), that it is impossible for an ordinary 

person to figure out what to eat.38 

Consumers report that nutrition logos 

assigned to products that meet specific 

nutrition criteria influence their food 

choices.50 However, studies on this type of 

labelling fail to show substantial positive 

effects on actual food choice when logos are 

placed on healthier food items.51 

To complicate matters, nutrition labels are 

not always accurate. One study analyzed 

foods in a lab found that the calorie content 

of packaged food was an average of 18% 

higher than what was stated on the label.52  

Therefore, providing nutrition information is 

probably not effective as a stand-alone 

intervention but may be useful as part of a 

comprehensive strategy.14 

 

 

 

 

Is it Healthy? 

It is difficult for the average person to tell if a food item is healthy.  

For example, one very healthy sounding Raisin Bran Muffin has:53 

 360 calories (almost 20% of average daily needs) 

 10 grams of fat (15% of average daily needs) 

 790 mg sodium (over 50% of daily recommendation) 

 6 grams of fibre (considered a very high source of fibre) 

 37 grams of sugar (100% of daily recommendation)54
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Barriers to Healthy Eating 

Stress 

A stressful work environment where workers 

experience high demand, low job control, 

and low social support can negatively 

influence eating behaviours, and often leads 

to skipping meals, eating at workstations, 

extra snacking, and a preference for calorie 

dense foods.12,55,56 In this type of work 

environment, health problems are more 

likely to occur.12,57,58  

Increasing BMI has been associated with 

work related psychological factors such as 

fatigue, tension, anxiety, and depression.58-60 

It is likely that some workers use food as a 

way to cope with job strain, which 

contributes to the development of 

obesity.58,61,62 

Ȱ)ÔȭÓ ÌÉËÅ Á ÑÕÉÃË ÐÁÔ ÏÎ ÔÈÅ 

shoulder or something like that. 
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